Background: Several studies have demonstrated an association between rheumatoid arthritis (RA) and lymphoproliferative malignancies, but pathogenic mechanisms remain unclear. We investigated 1) the risk of lymphoproliferative malignancies and solid tumors in adults with RA identified in primary care and 2) the possible mediating role of blood eosinophilia in the clonal evolution of cancer in these patients.
Introduction
The association between rheumatoid arthritis (RA) and cancer has been investigated in several mainly hospital-based studies. These have indicated that the overall cancer occurrence in patients with RA is only marginally higher than in healthy individuals, while elevated risk figures have been reported for several specific cancers including leukemia [1] , non-melanoma skin cancers [2] , and lung cancer [3, 4] . In particular, an excess risk ranging from 50% to 200% of lymphoproliferative malignancies, especially diffuse large B-cell lymphoma, has been consistently reported in previous studies on RA and cancer [5] [6] [7] . The relative risks of cancer have been reported to be highest within the first year of follow-up although increased risk figures have been observed after up to 20 years of follow-up [8, 9] . Two major pathways have been suggested to account for the association between RA and malignancy: extrinsic pro-oncogenic effects of disease-modifying antirheumatic drugs (DMARDs) [10, 11] ; and intrinsic pro-oncogenic effects related to disease activity [6] [7] [8] [12] [13] [14] . Recent studies indicate that RA patients with active disease are at increased risk of malignant lymphomas, compared with RA patients with low disease activity or remission [6] [7] [8] [12] [13] [14] . Thus, the pathways by which active RA impose an increased risk of lymphoma are poorly understood. In this context, the eosinophilic granulocyte is a pertinent candidate. Eosinophilia ($0.5610 9 eosinophils/l peripheral blood) may be induced by infections and inflammation, including inflammatory processes accompanying solid and hematological malignancies [15] [16] [17] . Activation of eosinophils may lead to organ damage, irrespective of the cause of the eosinophilia [16, 18, 19] . It has been reported that eosinophilia is a rather common finding among patients in rheumatologic outpatient clinics, with an estimated prevalence of 7.7% [20] . Besides, eosinophilia has been linked to prognosis and severity of extra-articular manifestations in RA [21] . Taken together, these observations support the view that eosinophilia may be associated with cancer risk in RA.
The aim of the present study is twofold: 1) to investigate the risk of lymphoproliferative malignancies and solid tumors in adult RA identified in a primary care setting, and 2) to investigate the possible mediating role of blood eosinophilia in the clonal evolution of cancer in these patients.
Methods
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Patients
The 31.12.2007 , one DIFF (i.e. the index DIFF) encompassing the eosinophil count was chosen by computergenerated random numbers (n = 356,196), see ( Figure 1 ). The selected individuals were categorized according to prevalent blood eosinophilia ( Figure 2 ). Where available, the level of C-reactiveprotein (CRP), categorized as ''increased'' ($10 mg/L) vs. ''normal'' (,10 mg/L), was also obtained (n = 229,511). Furthermore, we recorded whether another DIFF had been done within 6 months before the request (n = 32,475) and whether eosinophilia was also present in this DIFF. We found that our strategy of randomly choosing one DIFF per individual to assess incidences of the specified outcomes was feasible for two reasons. First, it meant that we did not to have to control for individuals that entered the cohort multiple times at different points in time. Second, we sought to minimize surveillance bias which seemed more likely to occur if, for example, we had opted for ''the first DIFF'' or ''the DIFF closest to the outcome of interest'' [22] . The period we chose for index DIFF selection was from 01.01.2001, rather than from the beginning of the CopDiff database (01.05.2000), because we wanted to assess whether a possible eosinophilia was longstanding (within 6 months before the index DIFF). Also, since all individuals were to have a fixed 4-year follow up after the index DIFF, we excluded DIFFs after 31.12.2007 ( Figure 2) .
In November 2013, the CopDiff database was linked to The Danish Cancer Registry (DCR), which contains data on all malignancies in Denmark since 1942 and to which reporting is mandatory [23] ; and to The Danish National Patient Register (NPR), which contains information on all contacts with hospitals in Denmark with discharge diagnoses and surgical procedures [24] .
The NPR also includes outpatient clinic contacts. To adjust for possible confounding by comorbid conditions, we computed Charlson's Comorbidity Index (CCI) [25] from hospital contacts recorded in the NPR for three years before the index DIFF. Information on occurrence of RA prior to the index DIFF was assessed from hospital contacts in the NPR and based on International Classification of Disease, ICD-8 codes: 712.39 (used from 1977-1993) and ICD-10 codes: M05, M06 (used from 1994-present). RA was categorized as recent (,3 years) or longstanding ($3 years) according to date of first occurrence (since 1977) prior to the index DIFF. Previously, Pedersen et al reported that RA diagnoses in the NPR based on recordings from hospitals can be utilized for epidemiological purposes if inherent data limitations are considered [26] . Patients were defined as having ''primary care managed RA'' if they had been referred back to primary care at their most recent contact with a rheumatology department prior to the index DIFF.
Outcomes were defined as the incidences of the following diagnoses recorded in DCR over the four-year period following the index DIFF: 1) lymphoproliferative malignancies defined as ICD-10 codes: C81, C82-C85, and C91; and ICD for Oncology (ICD-O) morphological codes within the range: 9590/3/-9729/3/ . Diffuse large B-cell lymphoma defined as ICD-10 code C83.3 and ICD-O morphological codes 96793, 96803, and 96843. Solid cancer defined as: buccal cavity and pharynx (C00-C14; C462), digestive organs (C15-C26), respiratory system including thoracic organs (C30-39; C450), bones, joints and articular cartilage (C40-C41), skin (C43-C44; C460), mesothelium and connective tissue (C451-C459; C461; C463; C467; C468; C469; C47-C49; B210), breast (C50), female genital organs (C51-C58), male genital organs (C60-C63), urinary tract (C64-C68; D090-D091; D301-D309; D411-D419), eye and central nervous system (C69-C72; C751-C753; D32-D33; D352-D354; D42-D43; D443-D445), and endocrine glands (C73-C74; C750; C754-C759).
Statistical analysis
In order to pursue our first aim of investigating the risk of lymphoproliferative malignancies and solid tumors in adults with identified RA, we used multivariable logistic regression to compute odds ratios (ORs) with 95% confidence intervals (CIs) for the fouryear incidence of lymphoproliferative malignancies and solid cancers following the index DIFF. The ORs were reported without any adjustment, and again after adjusting for potential confounders (sex, age [quadratic], year, and month of DIFF sampling). Regarding our second aim, to investigate the possible mediating role of blood eosinophilia in the clonal evolution of cancer in RA patients, we used the same model with potential confounders, but adjusted for candidate mediators of disease (eosinophilia, competing comorbid conditions, and inflammation) in a stepwise fashion in order to analyze the impact of the mediators sequentially. An overview of the variables included in the analyses is seen in Figure 3 . Individuals who had already been diagnosed with a cancer (recorded in the DCR since 1977) were excluded from risk analyses. To account for multiple statistical testing, P-values less than 0.0033 were regarded as significant, as this controls the false discovery rate at 5% using the BenjaminiHochberg method [27] . All analyses and calculations were performed with SAS version 9.2 (SAS Institute Inc., Cary, NC, USA).
Results
The mean age (SD) of the entire study population was 48.3 years (16.7) with a female:male ratio of 1.38 (208,691/151,259); see (Table 1) . Since 1977 and before the index DIFF, 1,167 patients (0.3%) had been diagnosed with a lymphoproliferative cancer and 22,541 (6.3%) had experienced a solid cancer. A total of 14.406 patients (4.0%) had eosinophilia.
Of 359,950 individuals, 3,499 (1.0%) had been diagnosed with RA according to the NPR. Of these, 921 were diagnosed during the three years prior to the index DIFF (recent onset), and 2,578 were diagnosed earlier than this (long-standing RA); see (Table 1 ). The mean age of patients with recent onset and longstanding RA was 56.9 and 60.2 years respectively, with a female:male ratio of 3.15 and 2.95. Seventy-three percent of RA patients were managed in primary care at the time of the index DIFF blood sampling. In the subsequent four-year period, fourteen RA patients developed lymphoproliferative cancer and a solid cancer was diagnosed in 241 RA patients ( Table 1 ). The overall incidences of lymphoproliferative cancer and solid cancers over the four-year period following the index count were 61 and 1,078 per 100,000 person-years, respectively. Additional baseline subject characteristics are presented in Table 1 .
In 
Discussion
In this study based on patients in the CopDiff database, RA of recent or longstanding duration was not associated with an increased risk of lymphoproliferative malignancies or solid cancer within a 4-year time frame. Adjusting for the anticipated mediators, e.g. eosinophilia, inflammation, and comorbidities yielded similar results. While absence of an association with most solid cancers accords with previous results, the majority of earlier studies reported an excess risk of lymphoproliferative malignancies among RA patients [7] [8] [9] 12, [28] [29] [30] . However, the patients included in these studies were recruited on the basis of hospital contacts [4, 8, 30] or from RA registers [9, 12, 28, 29] . Data from RA registers in particular offer detailed patient data of high quality concerning RA, its course, complications, and comorbidities. Thus, studies based on either of these resources are in danger of reporting associations between RA and malignancies due to further examinations derived from increased awareness of the condition [22] . The CopDiff population was sampled continuously without any restrictions as to why the DIFF was requested by the GP which, together with the use of computer-generated random selection of index DIFFs, diminishes surveillance bias. Furthermore, the majority of RA patients in this study were managed in primary care. In Denmark, biological and complex non-biological therapies are offered exclusively in secondary care. Therefore, the majority of patients in the present cohort can be assumed to have mild disease.
The study has limitations. First, the CopDiff database is derived from a population which may present with elevated white blood cell counts and more background morbidity than the general population. The use of logistic regression analysis on the 4-year incidence, however, ensures that the measures of excess risk (OR) can be interpreted independently of the frequency of the cancers in the study, and the OR can therefore be considered to be a valid estimate of excess risk in the general population as well [31] . Second, the follow-up period of only 4 years was chosen in order to optimize the ability to link RA with incident cancer. Thus, we cannot exclude the view that some RA-related malignancies appeared beyond this time frame due to the latency period for cancer development. Third, information about drug treatment was not available. To our knowledge, only one study has found an association between the use of a specific group of antirheumatic drugs, the TNF-inhibitors, and cancer [10] , while all other studies have failed to confirm these results [32, 33] . Finally, we did not have access to information on body mass index, smoking, alcohol consumption, exercise patterns, or family history of disease. Smoking is a well-recognized risk factor for the development of RA and lung cancer, and the prevalence of smoking among people with RA is relatively high [3] . However, these risk factors have not been clearly linked to lymphoproliferative malignancies [34, 35] .
Particular strengths of this study include the fact that all malignant diagnoses were derived from the DCR which was established in 1942 and to which reporting is mandatory. The validity of the DCR is optimized through regular quality control routines applied in daily data production with manual coding and data validation. An incidence of solid cancers of 1.078 per 100.000 person-years also compares with the national incidence of 1.205 per 100.000 person-years [36] . This suggests that the CopDiff database participants do not differ significantly from the general population with respect to cancer incidence. In addition, we observed age and gender distributions among RA patients which compare well with figures reported from Nordic countries, thereby adding to the validity of the study [37, 38] .
In conclusion, based on this large population of individuals identified in a primary care setting, neither early nor longstanding RA was associated with an increased risk of lymphoproliferative or solid cancers within a 4-year time frame. Patients with RA 
